mainly problems of width and levels. Points that may have to be considered in relation to the front door are the possible needs for specially sited keyholes and handles and a two-way call system with electronically controlled door locking and release systems. Inside the house, general considerations will be width of passages and doorways. The importance of these varies directly with the size of the wheel-chair; here I would like to stress that the diagonal measurement, often overlooked, is frequently the most important one, since in going through a doorway the chair may describe an arc. In the case of a door which will not open to more than a right angle, the thickness of the door must be subtracted from the width of the doorway.
Slopes of about 1 in 10 feet can be reasonably managed by a patient or an assistant pushing a patient. Special consideration must be given to the transfer of patients from bed to chair, chair to WC, chair to bath and vice versa. This may involve ceiling/roof strength sufficient to support a track. Kitchen arrangements should be on production flow lines; a horseshoe arrangement designed on a radius from the shoulder is very practical.
Some problems are brought about in an effort to economize, which is understandable when costs vary from £5 per square foot for a house to £9 per square foot for a hospital-type building. At the same time, embarrassing problems can arise from inadequate passage widths and awkwardly sited stairways which will seriously impede a stretcher. Multistorey accommodation presents special problems and it must be borne in mind that private lifts and the single step escalator type of stairway are expensive and have high installation costs.
In a small bathroom/wc the door often opens into such a confined area that it is difficult to close it with the chair inside. Similarly, an ill-placed washhand basin can interfere with the chair transit. I would like to emphasize two special points in relation to bathroom designs for disabled persons: (1) The 'Sitz' type of bath can be dangerous to enter and difficult to leave.
(2) Difficulties can be caused by the placing of the low transverse horizontal bath rail attached often to the taps; by and large, a vertical 2 ft rail mounted centrally on the wall is easier and safer. It is seldom possible to vary the siting of the lavatory pan but when possible it should be sited so that the stronger side of the patient is near enough to the wall to make use of the handrails, &c.
Patient handling may be facilitated by a mobile hoist for transfer from chair to car and vice versa. Disadvantages are that it cannot be operated or propelled by the patient; that it occupies a large area in living room or bedroom; and that several accidents, some fatal, have been caused by the hoist tipping in use due to the higher fulcrum and swinging of centre of gravity combined with narrowed base necessary for going through doorways. Track attached to the ceiling or bed can support a small trolley for carrying a chain or electric hoist. Over 300 such installations have been provided, mostly in the south of England. They are relatively inexpensive and require minimal maintenance.
Modification of existing accommodation is usually easiest and quickest although it can present problems. The alternative of building special flats and bungalows for the handicapped was considered many years ago by the Winchester City Corporation and it was found impracticable due to the difficulty of timing the provision of a home to coincide with the occurrence of the handicap problem, with the result that a flat was left unoccupied or else had to be occupied by normal people who quite naturally resented being moved. The outcome of this was to design a home in which normal people could live but which could be easily and inexpensively adapted to enable them to go on living there should they become handicapped. This involved no extra cost.
A lot more work needs to be done for long-stay young chronic sick units. Clinical facilities tend to dominate domestic comforts, due in the main to the wrong concept of the units being designed as a hospital rather than as a home. Dr Marcia Wilkinson (Regional Neurological Unit, Eastern Hospital, London E9)
The Patient
The term chronic sick is a depressing description of patients who are in need of help. It implies that the condition is constant, but this is rarely true of patients as they are nearly always getting either better or worse. In addition, the family situation is changing. Those in charge of a patient usually know whether they are likely to improve or deteriorate, but sometimes this is not taken into account by those planning the accommodation for young disabled people. Most young people with head injuries will improve, while patients with disseminated sclerosis will deteriorate and therefore they need entirely different types of accommodation. Head injury patients, who may be severely ill for weeks or months after the accident require full hospital facilities followed by active rehabilitation. Patients with disseminated sclerosis present a very different problem as active treatment is of limited value and long-term accommodation therefore should provide them with, as far as possible, a home rather than a hospital atmosphere.
When using the term chronic sick it is important to decide which of the following five groups is being discussed: Group I: Those who need terminal care. Group II: Those who are severely disabled and whose condition is going to deteriorate. Group III: Those who are ill and are going to remain ill and need looking after for some considerable time without much change in their condition. Group IV: Those in whom the recovery process will be prolonged and probably incomplete. Group V: Those who are grossly disabled but in whom the ultimate prognosis is good (e.g. patients with polyneuritis).
The Regional Neurological Unit at the Eastern Hospital was opened about seven years ago to try to deal with the rehabilitation problems of young people with severe neurological disease. Young in this context is taken to mean patients from 16 to 50 years. Patients with neurological deficits of all types are admitted but most of them are in Groups IV and V. The Unit consists of 26 beds and is for inpatients only. Any patient is kept as long as he seems to be improving and some stay in up to a year while others remain for only 2-3 months. It is not a unit for permanent care.
Two of the main groups of patients admitted to the Unit are those with head injuries and cerebrovascular disease. Both may have very severe disabling lesions but in both the pathological process is essentially self-limiting, unless in the case of cerebrovascular patients a further episode occurs.
Head Injuries
Seventy-nine patients (67 men and 12 women) with head injuries were admitted over a period of 7 years. Their ages ranged from 15 to 61 years and over 50% were under the age of 30 years. The average length of stay in the Unit was about 12 months.
The extent to which a patient can be rehabilitated depends on the site and severity of his injuries. The severity of the injury may be difficult to assess but two ways of doing it are from the length of time the patient has been unconscious, and by estimating the residual neurological d2ficits. In this group of 79 patients one regained consciousness within 24 hours, 15 were unconscious between one day and one week, 31 between 1 and 4 weeks and 32 did not regain consciousness for over 4 weeks. In order to give some idea of the neurological deficit a 'disability rating' was made. The following defects were noted if present: speech defect, intellectual deficit, visual defect, motor lesion, sensory lesion, brain stem or cerebellar lesion, fits, other lesions (including fractures, severe bedsores, cranial nerve lesions, &c.). On average each patient with head injury had four of these lesions. Results: Sixty-three (80 %) of the 79 patients were able to go home, 12 (15 %) had to be sent back to the referring hospital for long term care and 4 (5%) died. Fifty-two men and 11 women went home; 18 (35%) returned direct to work and 14 others went to day centres or other rehabilitation units. Of the remaining 31, 24 were active and able to get about at home and 9, although able to do something for themselves, were dependent on their families for support.
Cerebrovascular Lesions
This group consists of 106 patients of whom 60 had a cerebral thrombosis, 25 a cerebral embolusand 21 an intracranial hemorrhage. There were 64 men and 42 women and the average age was 48 5 years with a range of 16-59 years. Thirteen of the 106 had an uncomplicated motor weakness and Table 1 shows the types and frequency of defects found. The degree of possible improvement depends on the site and extent of the lesion and will be slower and less complete if there is not only motor weakness but sensory loss, dysphasia and visual field defects in addition. Results: Eighty-six (81-2%) went home, 13 (12-2 %) were sent back to the referring hospital and 7 (6-6 %) died. Forty-nine men (76-5 %) went home: 18 (28%) of these returned to work, 23 were fairly active and independent at home, and 8 were dependent on their families. Thirty-seven women went home: 8 were fully active, 23 were fairly active but could not manage public transport and 9 were dependent.
Conclusion
This is a small series comprising only 185 patients, 79 with head injuries and 106 with cerebrovascular lesions, but the figures give some idea of the possibilities of rehabilitation in the more severely disabled patient. The length of time that they need in hospital is much longer than some people thinkaverage 8 months in patients with severe cerebrovascular lesions and 18 months for those who have been unconscious after a head injury for one week or more. In this series over 80 % of the patients returned home.
In the United Kingdom treatment in an acute hospital and specialist units costs about £80 a week so if a patient stays in hospital for a year the cost will be about £4,200. If, however, patients of this age group have to go to a long-stay hospital or to a mental hospital they may be there for 20-30 years. This at a cost of £35 per week will be at least £35,000. Therefore on a purely financial basis it would seem to be well worth taking time to get these people better at an early stage while they and their relatives are still interested. It is, of course, preferable from the patient's point of view that he should if possible return home and to an active life rather than living out his days in a long-stay hospital.
DISCUSSION
Sir Walter Puckey thought that chronic disabled was a more appropriate designation than chronic sick. Speaking as an engineer he was disappointed that the speakers and the content of the programme had been predominantly medical. The expertise of workers in many fields was required to ensure the maximum possible rehabilitation of disabled people and regular meetings to discuss problems and co-ordinate their efforts were essential. Far too little was done in this way.
He stressed the importance of studying the whole effort required in the rehabilitation of the whole patient under the main headings of organization and the use of technical skills. Almost without exception specialized workers in all fields thought only about what could be done to help disabled people today, whereas they should also be anticipating the situation twenty years hence when there might not be enough of them to cope with the increasing numbers of elderly people with multiple disabilities due to the degenerative changes associated with advancing years. There must be greater use of machinery as well as of people. Architects and engineers should be able to contribute a great deal in the design of dwellings and the development of mechanical aids to help disabled people to be as independent as possible but so far both these professions had given very little attention to these problems. Dr J B Millard (Clacton-on-Sea), from his experience in the Clacton residential medical rehabilitation centre for which he was responsible, thought that a great deal of chronic disability was due to long delay in referring patients and failure to initiate rehabilitation during the treatment of a potentially disabling illness. Dr D W Zutshi (London Hospital) referred to the physical and mental strains on relatives looking after severely disabled people in their own homes and stressed the need for special homes, in preference to hospitals, to which they could be admitted for short periods at regular intervals to relieve their relatives. Dr Margaret Agerholm agreed with Sir Walter Puckey about the lack of communication between the groups of specialized personnel and thought there was a need for an organization which would bring together people concerned with the medical, social, educational and employment problems of disabled people. Dr Frank Cooksey (King's College Hospital), in summing up, said that from his experience in helping to start a Cheshire Home he supported Group Captain Cheshire's contention that the able-bodied derived as much benefit from serving the disabled as did the disabled from the help they received. Dame Albertine Winner had shown that the great majority of the so-called younger chronic sick, who could not be looked after in their own homes, were in the age range of 50-60 years and had to be admitted to hospital because they had become heavy nursing cases. He agreed that there were relatively few people in the younger age groups in need of institutional care, especially those who could lead a fairly full and productive life given the opportunity to do so and a helping hand with toilet, eating and transport. Dr Leiper had stressed the importance of training personnel to promote the rehabilitation of the disabled in the community, and for the community physician to ensure effective liaison between hospital and domiciliary care. The conservation of personnel in short supply was essential and he stressed the importance of training occupational therapists and physiotherapists to teach patients and their relatives how to help themselves several times a day in preference to attempting to apply the hospital type of treatment at home two or three times a week. Sir Walter Puckey's criticisms of the lack of communication between the professions and the statutory and voluntary organizations concerned with the rehabilitation of the chronic sick, as well as the paucity of interest shown by architects and engineers, were fully justified. But there had been quite marked progress in very recent years through the development of biomechanical engineering, multidisciplinary assessment centres for handicapped children, architectural studies on designing homes for the disabled and making public buildings accessible to them, and the development of information services. In planning a symposium on such a large subject as the care of the chronic sick the choice lay between a broad review which brought together as many of the interested groups as possible and the study of limited aspects in greater depth. The expert contributors to this symposium had provided valuable information which should be disseminated as widely as possible.
